A number of children and adolescents experience stressful events during their life spans, which can affect them both physically and emotionally. Their reactions to these events are usually time-limited, as most of these children recover without further problems. However, a child or an adolescent may experience a severe traumatic event, including situations where someone's life (especially parents' lives) is threatened or where major injuries occur (e.g., victims or witnesses of physical/sexual abuse or of violence in the home or community, of a car accident, a natural disaster or a war event, or the diagnosis of a life-threatening illness); in these cases, the risk of developing a Post Traumatic Stress Disorder (PTSD) becomes more likely, and is directly related to the severity of the trauma experienced, to the likelihood of the trauma being repeated, and, when the trauma affects a child's relative, also to the child's relationship with the victim [1, 2] .
The American Academy of Child & Adolescent Psychiatry (AACAP) has recently proved that PTSD related to sexual abuse in children can manifest itself with unique clinical patterns, including specific signs and symptoms of varying degrees of intensity: losing interest in activities which normally gave them joy or pleasure, a regression to thumb-sucking, bedwetting or other age-inappropriate behaviors, also including loss of talking skills. Other leading hallmarks are the tendency to repeat some forms of behavior previously perpetrated against themselves; the development of a strong attachment to a parent or toward another reference figure; the manifestation of unusual fears regarding early death; and severe concentration problems interfering with learning or social activities. Additional potential consequences in adult life include suicidal thinking, active engagement in suicidal behavior and the onset of addictive relationships to food, alcohol or drugs [3, 4] .
During the last few years, increasing evidence of the changes in brain structure and function occurring in abused children suffering from PTSD have been recorded by neuroimaging (MRI, fMRI, PECT) and neurophysiological (EEG, ERP) studies on large cohorts, mainly including changes in the frontal-limbic networks, the hippocampus and the amygdala [5, 6] . In addition, clinical and molecular geneticists have suggested and demonstrated that abused children who develop PTSD experience a biologically specific form of the disorder different from those caused by other types of trauma, including distinct genomic alterations and unique epigenetic DNA methylation profiles [7, 8] .
According to this recent clinical, neuroimaging, neurophysiological, genomic and epigenetic evidence, independently reported by separate teams of researchers, we propose that, for a better and more accurate clinical and
